The tradition in many schools of psychotherapy has been the exclusion of people experiencing psychosis or the suspension of psychotherapy when psychosis emerges. In this paper it is argued that those who experience psychosis have a need for psychotherapeutic assistance. Health professionals involved in the care of people with psychosis ought to interact in a psychotherapeutic manner and develop psychotherapeutic skills. The purposes and some selected techniques of psychotherapy along the supportive-exploratory continuum are reviewed and pragmatic considerations when selecting psychotherapeutic interventions are discussed.
Lakeman
propose that what is needed are interventions that can be carried out by skilled practitioners, to most people who need treatment, in a way that is acceptable to those most in need. Whilst some schools of psychotherapy require years of training and intensive supervision to gain competence, many techniques are accessible to the supervised novice or beginning practitioner. This paper aims to explore some of the psychotherapeutic techniques that may be available to helpers, with particular emphasis on those drawn from the supportive end of the supportive-exploratory continuum.
Schizophrenia, considered to be one of the main psychotic illnesses, is thought to affect 0.4 percent of the population (World Health Organization, 2001) . Despite a prevalence of less than 5 in 1,000, it accounts for 5% of the burden of disease in Australia (Mathers, Vos, Stevenson & Begg, 2000) . A recent study of disability in 14 countries found that the general population ranked psychosis the third most disabling condition after paraplegia and blindness (Üstün, Rehm, Chatterji et al., 1999) . In Australia the economic costs associated with psychosis are extremely high and as the authors of an Australian cost analysis point out (Carr, Neil, Halpin & Holmes, 2002 ) the bulk of expenditure is on hospitalisation, which predominantly provides pharmacological treatments and places relatively little emphasis on the other therapies which may be more beneficial. In 2002-2003 schizophrenia was the most common diagnosis reported for mental health hospitalisation and accounted for more patient days (471, 204) than any other diagnostic grouping in Australia (Australian Institute of Health and Welfare, 2004) .
The nature of psychotherapy
Psychotherapy can and has been construed in many ways. There is by no means consensus on what this term means and how to differentiate it from counselling or indeed other forms of interpersonal helping. As Yalom (1995) points out, psychotherapy takes place in diverse settings, with diverse groups, utilising a bewildering array of techniques and styles, informed by a vast array of theories and ideologies. Despite costly, frequent and sometimes lengthy hospitalisations, a large number of people living in the community with psychosis have been found to have unremitting symptoms and high levels of disability. In the largest Australian survey of people living in the community with psychosis (Jablensky, McGrath, Herrman et al., 1999) it was found that 83 percent found medication helpful but 63 percent felt impaired in their daily life due to side effects and for 47 percent some symptoms did not remit. Sixteen percent had deliberately overdosed or self harmed in the preceding 12 months. Many people experience homelessness, live on the margins of society, are socially alienated, and only a minority enjoy meaningful employment. Forty percent of those diagnosed with schizophrenia attempt suicide at some time and 10-13 percent complete suicide (SANE, 2002) . This disturbing profile obscures the reality that many people achieve personal and clinical recovery. However, it does highlight the need for services to offer something different and more to assist people with psychosis. Barker and Kerr (2001, p.5) Gibney (2003, p.49) suggests "… the therapeutic endeavour works best in the same 'safe space' week after week, session after session". However this may not be feasible for some that have the greatest need for psychotherapeutic interventions, and for those people that spend the greatest time with them. For example those who grapple with schizophrenia due as much to their circumstances as to their symptoms or suitability for a particular brand of psychotherapy may be very unlikely to attend fixed sessions at regular intervals in an office. Furthermore, this population already receives a significant proportion of face-to-face care via community 'case management' or assertive community
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The supportive-exploratory continuum treatment. Encounters with mental health professionals ought to be psychotherapeutic.
Therapy in practice may be considered on a continuum from supportive to expressive/ exploratory. Figure 1 illustrates a number of psychotherapeutic approaches as they might appear on the continuum (although the order of these is speculative). Supportive therapy encompasses various activities intended to prevent relapse or deterioration and to overcome symptoms. In supportive therapy, positive efforts are made to minimise anxiety and to enhance self-esteem (Pinsker, 1998) . Luborsky (in Barber, Stratt, Halperin & Connolly, 2001, p.168 ) list the following techniques as supportive: Peplau (1952, p.62) presaged this idea over 50 years ago, asserting that counselling was the most important role that nurses could fulfil, meaning by this a "relationship that provides satisfaction for needs unmet in the past through which continuing growth becomes possible". Peplau acknowledged that nurses who provided a round-the-clock relationship with people, and assumed numerous roles, could not function in the same manner as a dedicated psychotherapist who might conduct sessions at a specific place and time. Peplau held that phenomena such as hearing voices were "… illusionary figures, autistically invented for the twin purposes of avoiding anxiety and mitigating loneliness" (Peplau, 1989, p.323) and recommended a range of specific interpersonal psychotherapeutic responses. Any intervention or approach should be chosen and undertaken judiciously with an understanding of the person's current capacity, desires and with a purpose in mind.
1. demonstration of support, acceptance, and affection toward the patient; 2. emphasis on working together with the patient to achieve results; 3. communication of a hopeful attitude that the goals will be achieved; 4. respect of the patient's defences; and 5. focus on the patient's strengths and acknowledgement of the growing ability of the patient to accomplish results. Supportive techniques have been found to be useful in many forms of therapy (Barber et al., 2001) . Supportive techniques may include empathic communication, reassurance, encouragement, advice, guidance, problem solving, or simply the conveyance of positive regard (see Ogrodniczuk & Piper, 1999) . Exploratory therapy may seek to bring about personality change or entail deeper reflection, makes more demands on the person who may need to tolerate anxiety and requires greater meta-cognitive capacity. Techniques may include probing questioning, silence, or analysis. In practice most therapies have both supportive and exploratory elements, although a greater emphasis may be placed on some techniques over others generally or at different stages of the therapeutic relationship. A supportive relationship characterised by acceptance, respect and interest is essential for therapy to take place (Pinsker, 1998) .
Supportive methods
4. Transformative therapy in the presence of an implicated witness.
Therapy is often 'prescribed' up to Level 2, which includes Cognitive Behavioural Therapy (CBT) and Narrative Therapy, for anyone with a history of psychosis. This would be a mistake if the person craved self-understanding, personal insight, and was deeply interested in uncovering their motivations. Gibney (2003, p.81) points out that the level of engagement cannot be chosen but develops in the relationship and is in part a function of the creativity and resistances of both therapist and patient. A practitioner may be limited in their capacity and creativity to recognise and respond to a deeper level of engagement with the person who is psychotic. Goldstein (1998) suggests that for "… psychotic patients, to whom intense transferences can be clearly disruptive … supportive interventions predominate over insight-oriented ones." For many schools of psychotherapy, psychosis or the propensity towards it, is one definitive exclusion criteria. For example Knapp (cited in Coltart, 1993, p.25 ) considered "psychotic signs or behavioural trends" and "schizoid borderline psychotics" as categories deemed unsuitable for psychoanalysis. For schools of psychotherapy on the supportive end of the continuum, such as narrative therapy, schizophrenia appears to be their raison d'etre (see Vassallo, 2002 When a person is actively psychotic, interventions on the supportive end of the continuum are probably not only helpful, but ethically demanded of professional helpers. The person will need to feel some sense of connection with others, understanding and hope. The professional helper can act as a life buoy which the person can grasp onto and feel secure from the currents that push and pull her or him, and that are seemingly beyond control at that moment. Such times are not the best for exploring how the person came to that point. However, most people can and do reach a point of anchorage or firm ground when the psychosis is quiescent (although delusions and disturbing thoughts may still be present) and such exploration is then possible.
Recognising capacity and matching interventions in psychosis
Syndromes such as the schizophrenic spectrum of disorders also affect people in profound ways quite aside from symptoms of psychosis. Apathy, withdrawal, anhedonia, cognitive problems such as memory and attention deficits, concrete thinking, ambivalence, autistic preoccupation and iatrogenic treatment effects may all contribute to problems of living whilst psychosis may wax and wane. The therapist needs to be cognisant of and sensitive to how these potential problems may affect the Gibney (2003) proposes that there are at least four levels of psychotherapeutic engagement: 1. Engagement -negotiation around whether or not therapy is required; 2. Problem solving or Solution Focused Therapy;
Lakeman individual. Thus when selecting interventions the therapist needs to be mindful of not only whether or not psychosis is active but of other factors that might affect the capacity of the person to engage at a given point in time. When there is a high level of activated psychosis and a high level of other complicating factors (see Figure 1 ) the interventions available will be more constrained.
As the psychosis and other complicating factors diminish a greater repertoire of interventions will be available.
Empathy and connection
Nelson (1997) elaborates on a general model of cognition that offers an explanation of how delusions are formed and maintained (see Figure  2 ). Psychosis is hypothesised to arise at a physiological level, which activates the basic biosocial system, which is ordinarily only activated by external events. This in turn leads to a psychotic mood state which is made sense of in light of pre-existing beliefs about the world and influenced by the human tendency to select evidence that is consistent with the prevailing mood state (emotional reasoning) and existing beliefs (selective attention). A delusion may then develop arising from a misattribution of the psychotic mood that further reinforces the mood directly and via biases in cognition. It is much easier to modify (as is the intent of CBT) the belief system, misinterpretation of events or delusion itself if the psychotic activity is not continuing to generate the potent affective state.
There is evidence that delusions and indeed other phenomena such as the content of voices tend to be mood congruent (Freeman & Garety, 2003) . For example, a depressed mood tends to be associated with beliefs with themes around guilt, persecution or catastrophe; anxiety tends to be associated with referential ideas and persecution; expansive moods with grandiosity; and disgust with hypochondriacal and somatic themes. Nayani and David (1996) found that affective states, bodily sensations, and cognitive cues could be identified by the majority of 100 people surveyed, as antecedents to hearing voices. Heightened anxiety has been found to be a typical antecedent to dramatic relapses into psychosis (O'Connor, 1991 
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Acknowledge what the person has said
One does not need to reinforce the person's beliefs. Use phrases such as "You say..."
Acknowledge your understanding
Use phrases such as "I can't see that..." or "I was told that..." etc, rather than stating that what the person believes is untrue
Try and imagine how the other person might feel
Take cues from the person's affect. Try and imagine all the possible scenarios. Do not just go for the obvious.
Check out your intuitions
Be tentative rather than certain. Use phases such as "I imagine that I might feel. 
Example…
Figure 3. A model of empathic communication (adapted from Harper & Klue, 1991).
Perhaps the most basic supportive therapeutic intervention in psychosis is empathic communication; that is, communication that conveys a sense of understanding of how that person feels in relation to their situation (see Egan, 1997) . Figure 3 illustrates how a basic empathic response might be framed in response to a delusional statement. Such a response acknowledges the person, conveys a sense of desiring to understand, attempts to connect with the emotions that arise from the delusion, and creates an opening to explore what might work to alleviate the distressing emotion.
Expressed emotion
One clinical construct that is germane for consideration when working with people who are psychotic is expressed emotion (EE). A robust research finding is that exposure to high EE (i.e. critical comments, hostility and over involvement within family groups) can contribute to acute relapse in schizophrenia (Butzlaff & Hooley, 1998) . These findings have led to a sustained focus on psychoeducation and problem solving in families under the rubric of 'psychosocial interventions' (Brooker, 1990a (Brooker, , 1990b Lopez, Nelson Hipke, Polo et al., 2004) , although the effects of family interventions may be variable (Pharoah, Rathbone, Mari & Streiner, 2003) . There is however a sound case to help relatives adopt less blaming and more flexible beliefs about the nature of a person's problems (Barrowclough & Hooley, 2003) . There is some evidence that at least in some cultural groups, 'family warmth' may be protective against relapse (Lopez et al., 2004) . Principles that arise from the EE and attribution research apply equally to health professionals and families. That is, the health professional should be mindful of conveying warmth and reducing critical comments and moderating over-exuberant responses.
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Beyond empathy
Phases of acuity and recovery
Whilst schizophrenia may be unpredictable there are different ways to consider its course. It has been proposed that there are at least four distinct phases of symptomatology and adaptation and it is useful to tailor interventions to these phases (Miller & Mason, 1999) . The length of time between the first behavioural signs of schizophrenia and first (medical) treatment may be lengthy (sometimes years). In this 'prodromal' phase, early intervention programs and group therapy have come to predominate as there is some evidence that early recognition and treatment leads to better outcomes (Albiston, Francey & Harrigan, 1998; Birchwood, 2000; Birchwood, Todd & Jackson, 1998; Black, Peters, Rui et al., 2001; Carbone, Harrigan, McGorry et al., 1999; Hafner, 2000) . The prodromal period may be followed by an acute phase in which psychosis and disorganisation predominates. During this time the person may be hospitalised, and drug treatment implemented. The next phase is stabilisation in which rehabilitation and psychosocial interventions may commence. This is followed by a maintenance and healing phase, the success of which may be judged by the return to ordinary community living, and the prevention of acute relapse.
As already stated, most therapeutic approaches combine supportive and expressive elements. It is hard to imagine that exploration would be possible without the person feeling supported and safe. As in therapy with people experiencing other problems, the quality of the therapeutic alliance is likely to account for most of the treatment effectiveness. For example Bambling and King (2001) suggest that the working alliance is responsible for up to 30 percent of all treatment outcomes across approaches. In working with people with schizophrenia a positive alliance is considered essential by all health professionals. A positive therapeutic alliance is posited to promote treatment compliance (Oehl, Hummer & Fleischhacker, 2000) , improve outcomes of hospital treatment (Clarkin, Hurt & Crilly, 1987) , and improve global functioning and reduce symptom severity in assertive community treatment (Neale & Rosenheck, 1995) . It is beyond the scope of this paper to explore the plethora of specific psychotherapeutic interventions for psychosis. According to Bachmann, Resch and Mundt (2003) , the most influential therapies have been psychoanalytic / psychodynamic, cognitive behavioural (CBT), and supportive therapies.
The following is just a précis of some promising areas on the supportive end of the continuum. The above reflects a clinical model of recovery, but increasingly there are calls for a greater emphasis to be placed on personal recovery. Andresen, Oades and Caputi (2003) suggest that there are five stages to recovery: (i) moratorium; (ii) awareness; (iii) preparation; (iv) rebuilding; and (v) growth. They suggest that the critical ingredients to realising recovery are finding hope, re-establishing identity, finding meaning in life, and taking responsibility for recovery. Not surprisingly, a relationship has been observed between recovery orientation and lower severity of depressive symptoms (Resnick, Rosenheck & Lehman, 2004) . Psychotherapeutic interventions that address depression, by bolstering hope, assisting in the discovery of meaning, and empowering (or staving off a sense of powerlessness), are crucial to personal recovery and also to reducing morbidity (clinical recovery).
Strategic family interventions
There is no question that improving the relational functioning of families in which a member has schizophrenia will have positive flow on effects for all members. Interventions aimed at reducing expressed emotion are widely recommended (Bustillo, Lauriello & Keith, 1999; Peuskens, 1996) .
Arising from the traditions of strategic family therapy is Narrative Therapy. This is a modality that has little empirical evidence to support it, but nevertheless is growing in popularity. Narrative Therapy involves the selection of carefully planned strategic questions and statements with the goal of constructing an alternative discourse of self that empowers the person against externalised problems. The practices in Narrative Therapy (according to White, in Carr, 1998, p.488) 
includes adopting
Lakeman "… a collaborative co-authoring position" and listening for liberating stories. Externalising is a technique that establishes a context where people experience themselves as separate from the problem, rather than having a problem or being the problem. Once externalised the person's relationship to the problem is explored and a 'preferred alternative' is constructed collaboratively. Stories of success, learning, strength, courage, resilience, competence and resistance are actively constructed (Stacey & Hills, 2001) . The capacity for change lies in the client's ability to operationalise a radically new perspective on his or her life and problems. The Narrative Therapy viewpoint however holds that personal narratives and shared discourse shape and create reality and this is their focus. Narrative Therapy may be particularly helpful for people in whom symptoms are distressing and unremitting. In such circumstances, people may feel better and more hopeful if their struggle and resistance is acknowledged.
Coping strategy enhancement
Literature is accruing on coping strategies for specific symptoms of psychosis. For example, a considerable body of research exists on coping with and controlling hallucinatory experiences through the use of headphones (Feder, 1982; Hustig, Tran, Hafner & Miller, 1990; McInnis & Marks, 1990) ; wearing earplugs (Birchwood, 1986; Done, Frith & Owens, 1986; Luchins, Dyson, Hanrahan et al., 1992) ; or varying the type of auditory stimulation and task engagement (Collins, Cull & Sireling, 1989; Gallagher, Dinan & Baker, 1994 , 1995 .
Such practices are promoted in the self-help literature (see Watkins, 1993) . Coping strategy enhancement is a strategic aim of family work and CBT (Penn & Mueser, 1996) . Sophisticated programs are in development, which target negative symptoms. For example cognitive enhancement therapy for first-episode schizophrenia combines supportive therapy with social skills and cognitive remediation training and aims at ameliorating cognitive and negative symptoms in a purposefully motivational format (Miller & Mason, 2004) . Psychotherapeutic strategies that help people cope with the social pressures to which they are particularly vulnerable augment pharmacological treatments (Peuskens, 1996) Cognitive Behavioural Therapy Cognitive Behavioural Therapy (CBT) in schizophrenia appears to have amassed a reasonable body of research demonstrating its efficacy (Haddock, Tarrier, Spaulding et al., 1998) . The central premise of CBT is that a person's responses to events (i.e. their feelings and behaviour) are mediated by their beliefs, images, inferences and evaluations (Chadwick, Birchwood & Trower, 1996; Nelson, 1997) . Psychotherapeutic processes and practices, which may be considered 'specific' to CBT, encompass those congruent with CBT theory that aim to modify self-defeating, irrational or negative beliefs in order to produce more desirable consequences.
Elaborate models have been theorised and researched to describe how beliefs are formed, maintained and influence behaviour in response to specific events, although these are less developed for CBT in psychosis than for other disorders (Haddock et al., 1998) . For example Birchwood (1994, 1995) have demonstrated how people's reactions to hearing voices are mediated by beliefs about the voices' identity, power and purpose. Voices perceived as malevolent were shown to be associated with fear, anger and resistance behaviour, whereas voices perceived as benevolent were shown to be associated with positive affect and engagement behaviour (Birchwood & Chadwick, 1997) . They suggested that voice form and topography did not show any link with behaviour or affect, although intrusiveness of voices was found in a smaller sample (Lakeman, 2000) to be linked to beliefs about malevolence and poorer coping. In the case of hearing voices, the goals are unlikely to be the amelioration of voices, but rather undermining beliefs about the voices being allpowerful and all-knowing, thereby reducing distress and enhancing coping. The development of CBT in schizophrenia has largely focused on models and treatment for hallucinations, delusions and to a lesser extent, problems of mood (Rector & Beck, 2001 ).
The range of CBT approaches used in the treatment of psychosis is diverse and there is a Lakeman plethora of models and research which practitioners draw upon to inform practice. However, coping strategy enhancement is promoted in CBT as a means to "… empowering clients and weakening the voice's omnipotent grip" (Chadwick et al., 1996, p.98) . Treatment specific effects of CBT ought to include a reduction in targeted beliefs, rather than just improvement in coping or global symptom reduction.
Conclusions
Existing theoretical explanatory models of psychosis only shed light on the margins of an extraordinarily complex and poorly understood range of phenomena. The yardstick of a 'good enough' model of psychotic phenomena ought to be its capacity to lead to interventions which help realise the aims of psychotherapy (as described by Barker & Kerr, 2001) and that have utility in the world of everyday clinical practice. Falloon, Held, Roncone et al. (1998, p.43) observe that, "treatment for schizophrenia is best provided by integrating the various and specific psychosocial intervention strategies in addition to the optimal use of medication". Consideration of the degree to which a person is affected by psychosis, and other factors which impinge upon the person's capacity to engage psychotherapeutically, will be helpful to select an appropriate intervention from the supportiveexploratory continuum. Supportive approaches are by no means less important than exploratory strategies and indeed may be crucial to the person's survival and future psychotherapeutic prospects. These may also be more accessible to the novice practitioner and sustainable over time. A recent Cochrane review of CBT (Cormac, Jones & Campbell, 2002) found that it held promise, but current evidence does not suggest significant advantages over supportive psychotherapy. Empathic communication that acknowledges the person and their feelings, conveys hope, and opens a door to exploring and enhancing coping, is a basic starting point to effective helping. Once the person's psychosis begins to resolve, a supportive therapeutic alliance will enable the helper to undertake more focused work, utilising techniques from a range of schools or approaches -as negotiated with the person and within the capacity of the practitioner. Psychotherapy is the business of all those who profess an interest in addressing the needs of people who experience psychosis and the skills needed to help effectively are within the grasp of most.
